Background: The Manchester Triage System is considered a breakthrough in the Brazilian health system. However, to use it with resoluteness and legitimacy, it is essential that professionals and managers reflect on the work process at each point of the health care network. The aim of this article was to analyze the Manchester Triage System as a host strategy in the context of primary health care.
Methods and Findings:
It is a qualitative research whose study scenario was the primary health care of a municipality in the metropolitan region of Minas Gerais. The participants were 22 professionals. Data were collected through semi-structured interviews between March and May 2014. The answers were submitted to content analysis technique proposed by Bardin. The results showed that the use of the Manchester Triage System in primary care interferes with the creation of bonds, equity of care and the actions recommended at this point of the health care network. A limitation of the study is the fact that professional only from one municipality of Minas Gerais have been investigated.
Conclusions:
It is concluded that the time of screening can only set up on an opportunity to humanized meeting and gather information that can support the full and continuous attention when professionals can articulate the use of hard technologies with the use of soft technologies in daily work. More research was needed to contribute to the understanding of the applicability of the STM in the PHC and on the necessary adaptations to that assistance to urgencies and emergencies occur and resolution to reduce the influence on daily practices of professionals and ensure the continuous, comprehensive care to patients.
Introduction
The Primary Health Care (PHC) has been configured as a strategy for reorienting the care model, aiming to design a universal, integrated system [1] with the attention focused on the individual and families ensuring regionalized, continuous and systematic care.
To consolidate the objectives established by the Unified Health System, the Ministry of Health launched in 2003, the National Humanization Policy. This policy aims to integrate the principles of universality, equity, and integrity to the practice of workers and managers, as well as promoting effective actions regarding the care provided to the user in the PHC and other health care points [2] .
The National Humanization Policy proposes changes in care and health management practices, especially through hosting guideline and its devices. It is known that this guideline can be used from two perspectives; the first one against technical, benefiting the building of ethical relationships, responsible and affectionate; and the second understood as technical-assistance action, providing changes in work processes, through analysis and interventions in the relationship, whether between health professionals, between professionals and patients or between patients and their social issue [3] .
In this context, the hosting for patients of the health services, reverses the logic of traditional and timely screening for a responsible assistance, able to provide not only a meeting but to create bond opportunities. The hosting is also configured as an occasion to guide the patient to other health services that can contribute to solving demands and strengthening the integrity and continuity of care. The act of hosting is recognized as one care enhancer, and goes beyond the "qualified screening" or "interested listening", being able to provide identification, coping and problem-solving [4] .
In this perspective, health plans should be constructed, taking as its premise the co-responsibility, effective communication between professionals and service´s patients, the relationship between the Health Care Network, and the efficiency of the reference and counter-reference systems [5] . To organize the service proposed by Health Care Network, it is essential to reinforce the responsibility of PHC professionals in hosting the emerging demands [6] [7] .
Based on this and in order to ensure that all citizens with urgent and emergency needs are met in accordance with the gravity contributing to the resolution and the strengthening of the bond between the people and the staff [8] , the Secretary of Health State of Minas Gerais decided to create a qualifying risk screening by the Manchester Triage System (STM) in all units for the health in the state.
Despite the justification presented for the implementation of the STM in primary care in the state, it is important to reflect on the applicability of the protocol at this point of the health care network, given its peculiarities and the need to approach aspects that go beyond the logic of complains-behavior. It is assumed that in the PHC there is supply of actions for sustainable care in hosting and qualified listening, with humanized service and resolving to population [9] .
When considering that the PHC professionals should use the STM, it is essential to reflect on its recent inclusion in primary care, the specific attention to the emergency room at this point in Health Care Network and the shortage of athematic related research in focus. Thus, the question is: Has the Manchester Triage system been constituted as a coherent care strategy with the logic of Primary Health Care?
Based on this question, the aim of this study was to analyze the Manchester Triage System as a hosting strategy in the context of primary health care.
Methodological Procedure
It is a case study with a qualitative approach, conducted between March and May 2014, in seven health centers of a municipality located in the metropolitan region of Belo Horizonte-MG. This choice is justified by the fact that the municipality has already implemented at the time of the research, the STM in all health centers. It is important to highlight that in each health center a family health team is allocated.
The inclusion criteria used for the composition of the sample were all the nurses, doctors and nursing technicians of the municipal PHC; be part of APS team. Regarding nurses, they had to be responsible for using the PHC and all of them have voluntary and free acceptance to participate in the study.
Of the total of twenty-six selected participants, 22 gave the interview. Among them, there were seven nurses (71.4% female), four doctors (75% male) and 11 nursing technicians (100% female). Four interviews were not in effect, two from doctors, due to the transfer unit, and two nursing technicians, one because of the refusal and the other by successive misunderstandings.
Data were collected through semi-structured interviews, conducted individually, face-to-face, with a duration average of fifty minutes and in restricted areas to ensure the confidentiality of the participants. The statements were recorded in electronic devices and fully transcribed. The observation technique was also held that was developed exclusively for nurses, considering that the screening through the STM in the municipality is performed exclusively by professionals. The established observation period was three days for each unit, and the technical happened in the offices where the TRIUS (computers used by nurses to perform the screening) were allocated. The notes were recorded in a field diary, mentioning the description of events, people involved, dialogues, nonverbal behaviors, gestures as well as the impressions of the researcher.
The data were submitted to thematic content analysis proposed by Bardin [10] , according to the three chronological divisions: pre-analysis of the material, exploitation and processing of results. The pre-analysis phase was based on the organization and floating reading material. After transcription, interviews were ranked according to the semi-structured guide. In the following phases, there was the exploration of the material with more insight and analysis of the results to be meaningful and valid. When the steps were completed, it was possible to make inferences and interpretations of the data, correlating them with the proposed objectives [10] .
The study was approved by the Ethics Committee of the Federal University of Minas Gerais in opinion number 535,523 and the municipality of the study scenario. Participants signed the Informed Consent Form, according to Resolution 466/2012 of the National Health Council. To ensure anonymity, participants were named by codes: nurses (N); doctors (D) and nursing technicians (NT) and numbered according to the sequence of interviews.
Results and discussion
Analyzing the answers of the professionals, the ideas were organized into three categories of analysis: A) STM influences the daily life of professionals in primary health care; B) Hard technologies and soft technologies: a balance needed to provide care; C) The STM and the peculiarities of Primary Health Care.
STM influences the daily life of professionals in Primary Health Care
When asked about the influence of the STM in their daily work, participants mentioned first, the changes in their schedules. In the city, the professionals were asked to rank, all members of spontaneous demand in the STM. It should be noted that both the observation notes and the interviews enabled to identify interference in the pre-structured agenda, especially from nurses, who previously had greater availability and flexibility in meeting the demands. Emerging reports during the period of observation revealed that the previous logic of organizing spontaneous demand, based on the hosting, understood in this context as a strategy to target patients according to their health needs, allowed nurses to organize schedules for performing childcare, prevention, prenatal care, home visits, among other activities related to the PHC proposal. However, after the implementation of the STM, the time devoted to these actions has been compromised, reflecting changes in the professional work process. Therefore, it is clear the disconnection between the health promotion and disease prevention and patients´ services with acute complaints.
Therefore, it is considered that the challenge is to ensure adequate care for cases of spontaneous demand and scheduled demand without compromising the work process of professionals and ensure the recommended actions for PHC [11] .
Regarding the application of STM, it is recommended by Ordinance number 2048 that the risk classification screening is performed by a health professional of higher education by specific training and use of protocols [12] . The study described by Coutinho et al. [13] signaled that the nurse performs a risk classification more properly, since the way physicians conduct the screening, eventually turning it into a moment of consultation and establishment of the diagnosis.
In this study scenario, it was possible to observe that all the screening process is carried out by nurses.
[ The statements show that in addition to interfering in the activities already performed by nurses, the STM contributed to the increase in duties in health centers. This reinforces the impact on daily practices, since a single professional category is responsible for triage users and perform other recommended activities for the PHC. In this sense, a study conducted in the context of PHC in Belo Horizonte, before the implementation of the STM in the PHC of Minas Gerais, professionals were already concerned about the possible workload that such a tool could result [14] .
Hard technologies and soft technologies: a balance needed to provide care
According to Merhy [15] , the work on health is together with hard technological tools, soft-hard and soft, that the professional uses in his daily life to act in the process of interaction with the patient to provide care. In this regard, some professionals point out, in their statements, the importance of having the ability to recognize the needs of each patient, as their complaints may be related to a variety of problems such as unemployment, lack of leisure, loneness:
I think you can even use the Manchester, but you have to use your common sense as well because otherwise you will turn away a patient who will give a problem for us in the unit, have the patient's basic unit that is more common sense than Manchester.
NT8.
In this perspective, NT8 statement shows the need to maintain a balance between the use of the STM and the use of soft technologies for the production of care. Soft technologies levied at the time of the relationship between the worker and patient meeting, establishing listening, interest, building bonds of trust, as strong evidence for the importance of living labor.
Living labor captures the uniqueness, the cultural world, specific ways of life of the patient and enriches and expands the clinical judgment of health workers [15] . Thus, it is understood that the STM can integrate everyday practices of PHC, but for this, the professional needs to ensure the structural axis of this assistance point.
It is noteworthy that the demands of patients in the PHC are beyond the verbalized complaints and require professional a view fixed on subjective aspects related to social factors that are not solved with the use of medications and specific treatments [16] .
In basic care it [STM] loses some contact, it will become more mechanized, if the person behind the machine cannot extrapolate beyond the machine, a person who does not know how to use the protocol, it will be restricted, and will miss things, the social part of primary health care, then we do not create our ultimate goal which is the bond.
N2.
N2 testimony refers to an interpretation of the STM as a physical barrier and at the same time as a machine that can become invisible. Regarding the physical barrier, the STM is used as hard technology, which can prevent the professional relationship and trust established with the patient in the care process. The possibility of STM invisibility come from the professional´s ability to use it while extrapolating the machine and achieve a clinical reasoning mediated by soft technology, which considers the patients´ subjectivity. Thus, it is recognized that for the use of STM there should be the articulation of the use of soft technologies for the production of care.
The work focused on soft and relational technology is essential to realize the living labor, because it establishes connections between professionals allowing for greater creativity in health care and enables productive relationships by meeting with the patient´s singularities [17] . If the interaction between the team fails to happen, the act of health does not change and does not evolve.
The STM is considered a breakthrough in the Brazilian health system. However, to use it with resoluteness and accountability of PHC, it is essential that professionals and managers reflect on the health work process at this point of care. It is very important the appreciation of the hosting as a behavior, so that the professional can comply with what is recommended by the protocol and develop specific care plans, consistent with the reality of each patient and family. The hosting proposes a more resolute health care to be able to overcome the curative and fragmented care model. The hosting must go beyond listening something or someone attentively, and the professional and staff offer positive feedback and assist the population in their health needs. [18] Thus, the hosting can be understood as a powerful device reorganization of the production of care in PHC, to expand access to health services [4] and deconstruct a practice centered on prescriptive acting.
In a study by Kawata et al. [19] during the hosting with risk classification the professional remained focused on the patient. However, in this study, the professional recognizes the need for hosting together with the use of STM to provide better response to health needs through qualified listening. The NT8 testimony reinforces that health needs of patients in PHC are not limited to acute complaints. Moreover, he shows that professionals are attentive to listen to other demands as a way to strengthen the relationship and the consequent approach to the patient contributing to the outcomes of care [20] .
[...] you have to listen to the complaint, it's the
Therefore, it is important to consider the subjects in a unique way to their wishes and aspirations, respecting their beliefs, values, to be more autonomous and co-participatory. In this perspective, the hosting is a viable strategy for qualified listening, indispensable for the professional and able to assume a posture of hosting, listening and agreeing more appropriate responses to the patients. This approach facilitates the process of working teams to organize, qualify and humanize care.
Manchester, it is a system that you do not need
Thus, the STM can be understood as a necessary and useful tool. But when used as a single source of response to patients´ needs, it becomes insufficient because it does not include subjective, affective, social and cultural aspects. Hard technologies incorporated by PHC must be designed and structured by the actions taken, and the objectives must achieve in each therapeutic project.
When placing the private activities of PHC in the background, the demand for the service is again influenced by the presence of the disease, for acute complaints, and thus the idea of comprehensive care and continued weakening.
Manchester is all day while you have a patient, you have to be there. So, sometimes she [nurse] fails to do preventive, she stops visiting, the visits it fell a lot, all this because of Manchester.
NT5.

The STM and the peculiarities of Primary Health Care
This study revealed that the STM adapts it better to the reality of secondary care. A justification for this analysis is because that in the studied scenario, there are fixed opening hours of the units other than the emergency room that is open twenty-four hours. Thus, it becomes unenforceable to assist all users within the range of expected time. The analysis also refers reflections regarding patients´ access to the PHC. When the access is difficult due to the use of the STM, the hosting dialogues are fragile and difficult the closer link between the health unit and the community. It is noticed that the professional experience the tension between what should be done and what is being done effectively, because, while it welcomes the patient, it makes him wait for hours to be assisted or even schedule his service. The identified dilemma is that when there is the patients´ triage and not guide him to care as a result of downtime, the professional is being inconsistent with the STM rules, endangering the life of the patient, as well as being against the ethical and legal principles governing the profession.
[...] sometimes he has to schedule an appointment, he should be assisted in low hours, four hours and sometimes he has to wait one day, two days to his appointment, then it's still a little messy, it is a little out, but I think it will work over time.
D4.
It is noteworthy that among the functions of PHC, there is the patient´s guidance in the care network that for Andrade et al. [21] it is recognized as a strategy to provide unrestricted health for patients. Professionals acting in PHC need to contribute so that patients have access to all levels of care. Thus, it is important that the professional knows the support systems in the health care network for the best referral for the patient [22] .
However, professionals and local managers must have knowledge and clarity of the peculiarities and the actions taken in different parts of the care network, thereby using other mechanisms that include intrinsic aspects of the work process in PHC.
Despite the rigidity of the STM, it was observed that the professionals are meeting the demands of the population. However, they state that the primary actions of health promotion, disease prevention and rehabilitation were compromised. Thus, it is understood that the use of STM promoted changes in practices and routines of professionals, which has hampered the continuity of care and interfered with the patient´s access to the service. This reality reveals the need to rethink the applicability of this protocol in the PHC.
Final considerations
The implementation of the Manchester Triage System in Primary Health Care in the state of Minas Gerais was the result of a government management policy, which aims to improve the quality of care. In this study, nurses, professionals directly linked to the risk classification system, said the use of the protocol affected the relationship with the patient, qualified listening and the resolution demands that go beyond the diagnostic issues and discriminating listed by the STM.
It is essential that the classification is guided in the hosting, in listening, in being with "the other", and a moment of encounter, bond, and care. Therefore, it is essential that the timing of screening is set into an opportunity to humanized encounter and gather information that can support their full and continuous care. It is essential to articulate the use of hard and soft technologies in the work process for the production of care. Thus, professionals who use the STM must consider the subject of a singular and comprehensive way, turning their attention also to the subjectivity of the relationship with the patient, thinking of a qualified listening able to accommodate and meet the health needs.
A limitation of the study is the fact that professional only from one municipality of Minas Gerais have been investigated. Thus, more research was needed to contribute to the understanding of the applicability of the STM in the PHC and on the necessary adaptations to that assistance to urgencies and emergencies occur and resolution to reduce the influence on daily practices of professionals and ensure the continuous, comprehensive care to patients.
